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Objectives: To investigate the magnitude of barriers in access to health services for chronic patients and the
socioeconomic and demographic characteristics that affect them.
Methods: A cross-sectional study was conducted in 1,594 chronic patients suffering from diabetes, hypertension,
COPD and Alzheimer. Logistic regression analyses were carried out in order to explore the factors related to
economic and geographical barriers in access, as well as the determinants of barriers due to waiting lists.
Results: A total of 25% of chronic patients face geographical barriers while 63.5% and 58.5% of them are in front of
economic and waiting list barriers, respectively. Unemployed, low-income and low-educated are more likely to face
economic barriers in access. Moreover, women, low-income patients, and patients with lower health status are more
likely to be in front of geographical barriers. In addition, the probability of waiting lists occurrence is greater for
unemployed, employees and low income patients.
Conclusions: Barriers in access can be mainly attributed to income decrease and unemployment. In this context,
health policy measures are essential for removing barriers in access. Otherwise, inequalities may increase and
chronic patients’ health status will be deteriorated. These consequences imply adverse effects on health
expenditure.
Keywords: Barriers in access, Chronic patients, Unemployment, Income decrease, Economic crisis, GreeceIntroduction
The concept of equal and universal access is acknowledged
as a core priority for the egalitarian health systems [1]. It is
noteworthy that access to healthcare is not merely defined
in terms of service availability; Penchansky and Thomas
defined the concept by analyzing the five dimensions of
access, i.e. (a) availability, (b) accessibility, (c) affordability
and (d) accommodation and (e) acceptability [2]. Availability
is related to the adequacy of health resources, such as
providers and facilities. Accessibility is associated with the
location of the provision of healthcare and the location of
patients, namely it includes concepts such as travel time
and transportation cost. Affordability is related to the
relationship between prices demanded by providers and* Correspondence: ilias.kyriopoulos@gmail.com
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article, unless otherwise stated.the health insurance, ability to pay and income of patients.
Accommodation is relevant to the organization in order
the supply resources to be able to accept patients and serve
their needs and expectations (e.g. hours of operation,
telephone services). The last dimension, acceptability, is
associated with some attributes of providers and patients
(age, gender, ethnicity, religion etc.) and the impact of
those on their attitude and behavior. Taking these aspects
into consideration, the interaction between providers and
patients may affect access to healthcare services.
In Greece, economic crisis and the implementation of
austerity measures have worsened the self-rated health
status as well as several health indicators [3,4]. The austerity
measures have been associated with hospital mergers
and reduction of hospital staff, having a negative impact
on accessibility and availability. Moreover, reduction in
disposable income decreased patients’ ability to pay, andntral Ltd. This is an Open Access article distributed under the terms of the
/creativecommons.org/licenses/by/2.0), which permits unrestricted use,
, provided the original work is properly credited. The Creative Commons Public
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regards to healthcare services. In this context, economic
crisis in Greece has negative impact on patients’
access to healthcare services [5,6]. By all means, this is not
a Greek phenomenon, since historically economic crises
have inflicted radical changes in the components of social
protection, and, in specific, the access to healthcare
services [7].
Access to adequate health care is an important aspect
especially for patients suffering from chronic diseases,
who constitute a group with many needs for healthcare
and their number is high and increasing in plethora
of developed countries [8]. Therefore, access and the
difficulties occurring in times of economic crisis for
chronic patients is a topic and a policy issue of great
importance, given the impact of crisis on provision of
healthcare and the increased vulnerability of chronic
patients [9,10].
Based on these introductory comments, this paper
aims to investigate the main characteristics related to
economic and geographical barriers in access as well as
barriers in access due to waiting lists for chronic patients,
using data from the Greek healthcare setting, a system
under severe constraints, austerity measures and ongoing
consequences of a deep economic crisis.
Methods
The analysis is based on primary data from a sample
consisting of 1,594 chronic patients suffering from
Alzheimer, hypertension, diabetes and chronic obstructive
pulmonary disease (COPD). These patients were participants
in a cross-sectional study that was conducted in March
2013. Patients were approached through their treating
physician. In more detail, 160 physicians were randomly
selected through the official list of the National Medical
Association of Greece, based on specialty and geographical
distribution. Primary care physicians comprised 27.5% of
the sample of the physicians. The selected physicians were
requested to provide the contact details of 10 patients
suffering from the aforementioned chronic diseases.
Specifically, each physician was provided with a set of
10 random numbers between 1 and 20. According to
those numbers, physicians were asked to inform 10 of
their patients that visit their practice about the objectives
of the study and to provide them with the patient consent
form. Ethical approval was obtained from the Hellenic
Data Protection Authority (reference number 1139) and
from the Bioethics Committee of the National School of
Public Health.
As a second step, the research team approached the
patients and derived the study data via telephone
interviews, based on a structured questionnaire. Participants
answered a series of closed type questions, including
self-rated health status (currently and one year beforethe interview), income (current and change during the last
year), educational level and occupation. The respondents
were 394 patients suffering from Alzheimer, 400 patients
suffering from hypertension, 400 patients suffering from
diabetes type II and 400 patients suffering from chronic
obstructive pulmonary disease (COPD). The specific
diseases were chosen on grounds of epidemiology/disease
burden [11] as well as their socioeconomic impact on the
Greek healthcare system [12-15]. The sample size was
determined by the prevalence of each condition with an
expected response distribution of 50% and predefined
acceptable margin error of 5% and 95% confidence
interval. According to the above each disease group
sample was constituted by 400 patients. The percentage of
patients that refused to participate in the study was 33.6%.
Table 1 presents a more detailed description of the sample.
A series of ordinal logistic regression models were
constructed, in order to explore the impact of a set of
baseline parameters of the population to the dependent
variables of interest. In this paper, three different models
are presented, each of them focusing on the impact of
socioeconomic variables on the economic barriers, the
geographical barriers and the barriers due to waiting lists
as dependent variables.
Income, educational level, occupation, age, health status
and gender were used as independent variables of the
aforementioned regression models. The choice of
these regressors can provide a wide framework of the
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characteristics. The measurement of these variables is
analytically presented in Table 2. The analyses were
conducted in the STATA 09 statistical software.
Results
Self-rated health status of chronic patients was deteriorated
between 2012 and 2013 (62.2% in 2012 vs. 58.5% in 2013).
This fact is more intense for the patients suffering from
Alzheimer (53.9% in 2012 vs. 47.0% in 2013), while the
deterioration of self-rated health is the lowest for patients
suffering from diabetes (63.6% in 2012 vs. 61.7% in 2013).
Moreover, chronic patients mentioned a significant income
decrease and an expenditure reduction in many aspects
related to their lifestyle. However, the reported drop
of the expenditure for health and education is much
lower than the corresponding for other needs. It is
noteworthy that the reported income decrease is approxi-
mately 34.1% (1668.5 in 2012 vs. 1099.2 in 2013), while the
private health expenditure is estimated at 10.2% of the total
family income. Furthermore, 24.8% of the interviewees face
increased difficulties in access to healthcare services due to
geographical barriers, while the corresponding percentage
for the economic barriers is approximately 62.8%. In
addition, 55.1% of the respondents are in front of increased
difficulties in access because of the presence of waiting lists.
The aforementioned descriptive aspects provide a
general framework, or a “big picture” of the access to
healthcare services for chronic patients. However,
apart from mentioning the problem, it is crucial to
search for more specific characteristics. In this context,
some ordinal logistic regressions were carried out in order
to illustrate the characteristics which lead to increased
probability of barriers occurrence. The results are
represented in Tables 3, 4 and 5.Table 2 Measurement of variables
Value Barriers (economic, geographic,
waiting lists)
Income (€) Educationa
1 Very easy No income No educatio
2 Easy 1-300 Attended pr
3 Neutral 301-500 Attended ju
4 Difficult 501-750 Attended a
5 Very difficult 751-1,000 Attended a
6 Don’t know/don’t answer 1,001-1,500 Attended a
7 1,501-2,000 Attended a
8 2,001-3,000 Attended a
9 Attended a
10 Studied at p
11 Don’t know
Note: Age was directly derived from the date of birth. Self-rated health status (from
Gender was measured as 1: male and 2: female.The economic barriers in access depend on income
[Coeff. -0.20, C.I. (−0.27,-0.13)] and educational level
[Coeff. -0.04, C.I. (−0.08, 0.00)]. Moreover, unemployment
is also an important aspect which causes economic barriers
in access to healthcare services [Coeff. 0.55, C.I. (0.1, 1.00)].
It is noteworthy that both the coefficients of income and
educational level have a negative sign. This means
that a higher income or educational level leads to lower
probability of occurrence of economic barriers. It is note-
worthy that gender and health status do not have impact
on the difficulties in access due to economic aspects.
Another type of barriers in access is related to difficulties
due to geographical reasons. Specifically, low-income
patients are more likely to face increased difficulties
in access to healthcare services for chronic patients
[Coeff. -0.13, C.I. (−0.20, −0.06)]. Moreover, women
[Coeff. 0.22, C.I. (0.02, 0.42)] and patients with lower
health status [Coeff. -0.02, C.I. (−0.02, −0.01)] are more
likely to face geographical barriers in access. According to
the analysis of this paper, the type of occupation has also
impact on the access of chronic patients, through the
geographical difficulties that may occur. It is noteworthy
that almost all occupational categories demonstrate a
statistically significant relationship with geographical
barriers occurrence. However, students are more likely to
be in front of geographical barriers, compared with other
occupational categories. Employees without wage will
probably face less geographical barriers than the students,
but more than the typical employees, the unemployed, the
housewives and the retired chronic patients. Furthermore,
the ordinal logistic regression for this case does not conclude
that education is a statistically significant regressor.
Barriers in access due to waiting lists represent the diffi-
culties that occur because of the cost of time. High-income
chronic patients will probably face fewer barriers due tol level (number of observations) Occupation (number
of observations)
n/illiterate (49) Employer (132)
imary/elementary school (362) Employee (387)
nior high school (150) Employee without wage
(e.g. in family firm) (10)
technical school (35) Unemployed (134)
senior technical school (31) Retired (699)
senior high school (431) Housewife (207)
private college after senior high school (98) Student (5)
technical institution after high school (134) Other (17)
university (282) Don’t know/don’t answer
ostgraduate level (27)
/don’t answer
0: close to death to 100: excellent health) was used to measure health status.
Table 3 Ordinal Logistic Regression of economic barriers
in access to healthcare services
Access economic Coef. Std. Err. Z p > |z| 95% Conf.
interval
Income −0.198 0.036 −5.53 0.000 −0.269, −0.128
Education −0.040 0.020 −1.97 0.049 −0.079, −0.000
Occupation 2 0.242 0.180 1.35 0.178 −0.111, 0.596
Occupation 3 0.674 0.577 1.17 0.243 −0.457, 1.806
Occupation 4 0.550 0.229 2.40 0.016 0.100, 0.999
Occupation 5 0.174 0.176 0.99 0.322 −0.170, 0.519
Occupation 6 0.130 0.206 0.63 0.528 −0.273, 0.534
Occupation 7 −0.866 0.813 −1.06 0.287 −2.459, −0.728
Occupation 8 0.734 0.530 1.38 0.166 −0.305, 1.773
2013. Greece.
Log Likelihood = −2338.664.
Number of Obs = 1586.
LR chi2(9) = 69.98.
Prob > chi2 = 0.0000.
Pseudo R2 = 0.0147.
Note: Income, educational level, occupation, age, health status and gender
were all used as independent variables of the models. The analysis considered
the effect of the aforementioned variables, in order to avoid the possibility of
confounding. We have included these variables in the models and evaluated
whether they were potential confounders. We did not present the betas for all
these variables because they were not statistically significant.
Table 5 Ordinal Logistic Regression of barriers in access
to healthcare services due to waiting lists
Access waiting lists Coeff. Std. Err. Z p > |z| 95% Conf.
interval
Income −0.093 0.034 −2.77 0.006 −0.159, −0.027
Occupation 2 0.469 0.182 2.58 0.010 0.113, 0.826
Occupation 3 0.698 0.618 1.13 0.259 −0.513, 1.909
Occupation 4 0.531 0.231 2.29 0.022 0.077, 0.984
Occupation 5 0.283 0.173 1.64 0.102 −0.056, 0.621
Occupation 6 0.321 0.205 1.57 0.117 −0.080, 0.722
Occupation 7 −0.060 0.843 −0.07 0.943 −1.712, 1.592
Occupation 8 −0.236 0.468 −0.50 0.615 −1.153, 0.682
2013. Greece.
Log Likelihood = −2360.4172.
Number of Obs = 1573.
LR chi2(9) = 19.05.
Prob > chi2 = 0.0146.
Pseudo R2 = 0.0040.
Note: Income, educational level, occupation, age, health status and gender
were all used as independent variables of the models. The analysis considered
the effect of the aforementioned variables, in order to avoid the possibility of
confounding. We have included these variables in the models and evaluated
whether they were potential confounders. We did not present the betas for all
these variables because they were not statistically significant.
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some specific occupational categories have a statistically
significant relationship with the probability of waiting
lists barriers occurrence. These are the employees
[Coeff. 0.45, C.I. (0.09, 0.80)] and the unemployed patientsTable 4 Ordinal Logistic Regression of geographical
barriers in access to healthcare services
Access geographic Coef. Std. Err. z p > |z| 95% Conf.
interval
Income −0.127 0.035 −3.60 0.000 −0.196, −0.058
Occupation 2 0.674 0.209 3.23 0.001 0.265, 1.083
Occupation 3 1.457 0.553 2.63 0.008 0.373, 2.541
Occupation 4 0.626 0.248 2.53 0.012 0.140, 1.112
Occupation 5 0.626 0.199 3.15 0.002 0.237, 1.015
Occupation 6 0.625 0.231 2.71 0.007 0.172, 1.077
Occupation 7 2.041 0.861 2.37 0.018 0.354, 3.729
Occupation 8 1.005 0.551 1.82 0.068 −0.075, 2.084
Gender 0.223 0.103 2.17 0.030 0.021, 0.424
Health −0.016 0.002 −7.03 0.000 −0.021, −0.012
2013. Greece.
Log Likelihood = −2166.146.
Number of Obs = 1571.
LR chi2(10) = 101.87.
Prob > chi2 = 0.0000.
Pseudo R2 = 0.0230.
Note: Income, educational level, occupation, age, health status and gender
were all used as independent variables of the models. The analysis considered
the effect of the aforementioned variables, in order to avoid the possibility of
confounding. We have included these variables in the models and evaluated
whether they were potential confounders. We did not present the betas for all
these variables because they were not statistically significant.[Coeff. 0.51, C.I. (0.06, 0.96)].According to this regression
the unemployed patients are more likely to face barriers in
access due to waiting lists than the employed ones.
Moreover, education, gender and health status do not
consist statistically significant determinants of barriers
in access due to waiting lists.
Discussion
According to the results of this analysis, income level is
a major factor that affects access to healthcare services.
High-income patients are able to overcome the barriers
in access, as they can afford to pay for the quest of
healthcare outside the public healthcare services frame,
implying that high income can increase the alternatives,
such as private services or, even, informal payments. It is
noteworthy that high private spending and high informal
payments are both typical characteristics of the Greek
health system [16,17]. Thus, these alternatives are
consistent with the general framework of healthcare
services in Greece. Geographical barriers and barriers
due to waiting lists are also inevitable for low-income
chronic patients, because the alternatives are not affordable
for them.
The educational level was also an independent variable
of the regressions of this study, as it is regarded as a cru-
cial determinant of socioeconomic status. Generally,
higher prevalence in chronic diseases is observed in the
population group characterized by low education [18].
Moreover, several findings suggest that people with higher
education are less likely to suffer from chronic diseases
[19]. As shown previously, a high educational level
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the other types of barriers. A first explanation for this
claim is related to an indirect link, namely that education
increases the probability of finding a good and well-paid
job. Therefore, education leads to higher income and
consequently to fewer barriers in access. However this
claim is inadequate to explain the findings to their full
extend, as a higher income also implies fewer geographical
barriers and barriers due to waiting lists. Our empirical
results do not verify this claim, because education does
not have impact on geographical and waiting lists barriers.
Another approach is associated with the claim that
well-educated patients have better information about
the alternatives of their treatment and they are more
aware about health promotion and prevention [19].
Therefore, they can overcome the potential economic
barriers in access through self-monitoring and better
information about the alternatives. Moreover, another
aspect that affects access to healthcare services is related to
social networks. Specifically, patients with high educational
level have a stronger and more influential social network
[20], which may reduce the economic barriers and facilitate
access to healthcare.
The type of occupation has also impact on the barriers
in access to healthcare services. Specifically, unemployed
chronic patients are more likely to face economic
barriers in access, mainly because unemployed have
very low income. This finding is quite reasonable,
given the high unemployment rate in Greece during
the recession of the last years. It is noteworthy that
unemployment also causes barriers in access due to
waiting lists, partly because the low income reduces
the alternatives, such as private healthcare. Moreover,
geographical barriers are more likely to occur in students,
and in self-employed in the family firm.
Although barriers in access to healthcare services are
identified by many aspects, the main drivers which cause
these difficulties are directly related to economic recession
and the current restrictive fiscal policy. Specifically, low
income and unemployment are the key characteristics
affecting difficulties in access.
Other studies conclude to similar results, as socioeco-
nomic status (namely income, education and occupation)
affects chronic diseases prevalence. Specifically, chronic
diseases are more prevalent in the lower socioeconomic
groups [21]. Moreover, the features of socioeconomic
status are associated with disparities in health status and
differences in access to healthcare services [22,23].
Despite the ongoing burden of chronic diseases and
the implications in access of chronic patients, health
policies are not oriented toward facing and managing
them [24,25]. Nowadays, the reconsideration of health
agenda through the prioritization of chronic diseases
management is a crucial challenge for every healthsystem [8,25,26]. Generally policy interventions are
necessary not only from a public health perspective but
also from an economic point of view, and they can be
beneficial in terms of efficiency and equity [27]. In his
influential paper, Kenneth Arrow provided economic
rationale for government intervention in healthcare sector
[28], which is relevant to chronic diseases as well. In this
framework, economic theory implies that it is reasonable
for a government to intervene, as chronic diseases and
their risk factors are associated with market failures, such
inadequate and asymmetric information, externalities and
time-inconsistent preferences [29].
A first dimension of a health policy plan for chronic dis-
eases is associated to public health and prevention actions,
namely that government, health organizations and NGOs
should inform the population about the risk factors,
(e.g. diet, physical activity and lifestyle). However, although
prevention of chronic diseases is a low-cost and effective
solution, political will and support towards this direction is
limited [30]. The other dimension of a strategy for
chronic diseases is related to their management and
the search for optimal care model. Many chronic dis-
eases can be managed through patients’ regulation, self-
management and systematic monitoring by GPs and pri-
mary care [31-34]. The development of a care model
based on these aspects can reduce the needs for system-
atic specialty care, which is more expensive and less
accessible.
Despite the importance of lifestyle and risk factors, our
analysis indicates that economic and social causes are the
main factors affecting barriers in access. Therefore, the
aforementioned actions (namely prevention actions and
chronic diseases management) should be accompanied
with interventions that face the main drivers of barriers in
access. In this context, social and health policies are
considered as essential actions for the decrease of the
adverse impact of unemployment and low income on
patients’ access. Such actions are becoming more urgent,
in a period of economic crisis. Therefore, a social safety
net against the increasing unemployment and the income
decrease could improve patients’ access, by reducing the
reported barriers. These actions constitute an integral
part of the agenda, and thus they should be transformed
into specific policy actions for the vulnerable groups of
the population.
As with any study of this kind, the present one also has
some limitations that should be acknowledged. Ideally, the
sample would consist of chronic patients throughout the
whole chronic diseases spectrum. Unfortunately, this study
selected to examine four chronic diseases, due to resource
constraints. Moreover, we could not select the interviewees
from a survey that is based on the total population,
as it was costly and time-consuming. Thus, we chose
the aforementioned methodology. In addition, this study
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recession and crisis. Although it would be interesting to
present the determinants of barriers in access, based on
the whole period of an economic cycle, we think that this
approach is useful in terms of health policy. This claim is
based on the fact that the abovementioned finding could
be taken into consideration when governments decide to
implement restrictive fiscal policy and austerity measures
either by “chance” (that is, due to an economic crisis) or
by “choice”.Conclusions
Income has significantly fallen since 2010 and supply
has been reduced in healthcare sector. In this context,
according to this analysis, economic crisis has led to
barriers in access to healthcare services for chronic patients,
who constitute a vulnerable group of the population
with increased needs for healthcare. Income drop and
unemployment –both consequences of the economic
crisis- constitute the main reasons of the difficulties
in access.
In this framework, health policy should take into
consideration chronic diseases management, in order
to reduce the consequences not only in terms of costs
(which are high and increasing) but also for the accessible
provision of healthcare to chronic patients. Therefore,
although health policy is not oriented towards chronic
diseases management and their risk factors, a reconsider-
ation of the agenda in Greece would be beneficial in terms
of access, public health and potential savings. Moreover,
social policy measures -for supporting chronic patients
who face difficulties- are essential, during a period in which
the adverse effects of the main drivers of barriers in access
are increasing.Consent
Written informed consent was obtained from the patients
for the publication of this report.Competing interest
The authors declare that they have no competing interests.Authors’ contributions
DZ, AS and KM contributed to the conception and the design of the study
and the acquisition of the data. IIK, DZ, AS, KM and KA contributed to the
analysis and the interpretation of the data. IIK, DZ and KA drafted the
manuscript. JK contributed to the critical revision of the manuscript for
important intellectual content. All authors read and approved the final
manuscript.Acknowledgements
This study was financially supported by Novartis Hellas S.A.
Received: 23 January 2014 Accepted: 18 April 2014
Published: 25 July 2014References
1. Gulliford M, Figueroa-Munoz J, Morgan M, Hughes D, Gibson B, Beech R,
Hudson M: What does ‘access to health care’ mean? J Health Serv Res
Policy 2002, 7:186–188.
2. Penchansky R, Thomas JW: The concept of access: definition and
relationship to consumer satisfaction. Med Care 1981, 19:127–140.
3. Vandoros S, Hessel P, Leone T, Avendano M: Have health trends worsened
in Greece as a result of the financial crisis? A quasi-experimental
approach. Eur J Public Health 2013, 23:727–731.
4. Zavras D, Tsiantou V, Pavi E, Mylona K, Kyriopoulos J: Impact of economic
crisis and other demographic and socio-economic factors on self-rated
health in Greece. Eur J Public Health 2013, 23:206–210.
5. Karanikolos M, Mladovsky P, Cylus J, Thomson S, Basu S, Stuckler D,
Mackenbach JP, McKee M: Financial crisis, austerity, and health in Europe.
Lancet 2013, 381:1323–1331.
6. Kentikelenis A, Karanikolos M, Papanicolas I, Basu S, McKee M, Stuckler D:
Health effects of financial crisis: omens of a Greek tragedy. Lancet 2011,
378:1457–1458.
7. Cutler DM, Knaul F, Lozano R, Mendez O, Zurita B: Financial crisis, health
outcomes and aging: Mexico in the 1980s and 1990s. J Public Econ 2002,
84:279–303.
8. Anderson G, Horvath J: The growing burden of chronic disease in
America. Public Health Rep 2004, 119:263–270.
9. Jong-wook L: Global health improvement and WHO: shaping the future.
Lancet 2003, 362:2083–2088.
10. Whitehead M: The concept and principles of equity and health. Int J
Health Serv 1992, 22:429–445.
11. Minas M, Koukosias N, Zintzaras E, Kostikas K, Gourgoulianis KI: Prevalence
of chronic diseases and morbidity in primary health care in central
Greece: an epidemiological study. BMC Health Serv Res 2010, 28:252.
12. Athanasakis K, Psychogios K, Kyriopoulos J: The economic and social
extensions of Alzheimer. Neurologia 2009, 18:220–227.
13. Athanasakis K, Ollandezos M, Angeli A, Gregoriou A, Geitona M, Kyriopoulos J:
Estimating the direct cost of Type 2 diabetes in Greece: the effects of
blood glucose regulation on patient cost. Diabetic Med 2010, 27:679–684.
14. Geitona M, Hatzikou M, Steiropoulos P, Alexopoulos EC, Bouros D: The cost
of COPD exacerbations: a university hospital-based study in Greece.
Resp Med 2011, 105:402–409.
15. Leal J, Luengo-Fernandez R, Gray A, Petersen S, Rayner M: Economic
burden of cardiovascular diseases in the enlarged European Union.
Eur Heart J 2006, 27:1610–1619.
16. Souliotis K, Kyriopoulos J: The hidden economy and health expenditure in
Greece: measurement problems and policy issues. Appl Health Econ
Health Policy 2003, 2:129–134.
17. Tountas Y, Karnaki P, Pavi E, Souliotis K: The ‘unexpected’ growth of the
private health sector in Greece. Health Policy 2005, 74:167–180.
18. Dalstra JAA, Kunst AE, Borrell C, Breeze E, Cambois E, Costa G, Geurts JJM,
Lahelma E, Van Oyen H, Rasmussen NK, Regidor E, Spadea T, Mackenbach JP:
Socioeconomic differences in the prevalence of common chronic diseases:
an overview of eight European countries. Int J Epidemiol 2005, 34:316–326.
19. Cutler DM, Lleras-Muney A: Education and Health: evaluating theories and
evidence. [http://www.nber.org/papers/w12352.pdf?new_window=1]
20. Berkman LF: The role of social relations in health promotion. Psychosom Med
1995, 57:245–254.
21. Kington RS, Smith JP: Socioeconomic status and racial and ethnic
differences in functional status associated with chronic diseases. Am J
Public Health 1997, 87:805–810.
22. Fiscella K, Williams DR: Health disparities based on socioeconomic
inequities: implications for urban health care. Acad Med 2004, 79:1139–1147.
23. Goddard M, Smith P: Equity of access to health care services: theory and
evidence from the UK. Soc Sci Med 2001, 53:1149–1162.
24. Beaglehole R, Ebrahim S, Reddy S, Voûte J, Leeder S: Prevention of chronic
diseases: a call to action. Lancet 2007, 370:2152–2157.
25. Yach D, Hawkes C, Linn Gould C, Hofman KJ: The global burden of chronic
diseases: overcoming impediments to prevention and control. JAMA 2004,
291:2616–2622.
26. World Health Organization: Innovative Care for Chronic Conditions: Building
Blocks for Action. Geneva; 2002.
27. Suhrcke M, Nugent RA, Stuckler D, Rocco L: Chronic Disease: An Economic
Perspective. [http://archive.oxha.org/initiatives/economics/knowledge/
publications/oxha-chronic-disease-an-economic-perspective.pdf]
Kyriopoulos et al. International Journal for Equity in Health 2014, 13:54 Page 7 of 7
http://www.equityhealthj.com/content/13/1/5428. Arrow KJ: Uncertainty and the welfare economics of medical care.
Am Econ Rev 1963, 53:941–973.
29. Oxford Health Alliance Group: Economic consequences of chronic
diseases and the economic rationale for public and private intervention.
[http://archive.oxha.org/meetings/knowledge/publications/05-meeting-
documentation/economics_of_chronic_disease_26oct.pdf]
30. Geneau R, Stuckler D, Stachenko S, McKee M, Ebrahim S, Basu S,
Chockalingham A, Mwatsama M, Jamal R, Alwan A, Beaglehole R: Raising
the priority of preventing chronic diseases: a political process. Lancet 2010,
376:1689–1698.
31. Wagner EH, Grothaus LC, Sandhu N, Galvin MS, McGregor M, Artz K,
Coleman EA: Chronic care clinics for diabetes in primary care: a system-wide
randomized trial. Diabetes Care 2001, 24:695–700.
32. Rothman AA, Wagner EH: Chronic illness management: what is the role of
primary care? Ann Intern Med 2003, 138:256–261.
33. Bodenheimer T, Lorig K, Holman H, Grumbach K: Patient self-management
of chronic disease in primary care. JAMA 2002, 288:2469–2475.
34. Holman H, Lorig K: Patients as partners in managing chronic disease.
BMJ 2000, 320:526–527.
doi:10.1186/1475-9276-13-54
Cite this article as: Kyriopoulos et al.: Barriers in access to healthcare
services for chronic patients in times of austerity: an empirical approach
in Greece. International Journal for Equity in Health 2014 13:54.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
